rectally administered. After her vital signs were observed for 30 min, the patient was transported to an orthopedic surgery ward without any issues.
Discussion
Escobar syndrome is characterized by developmental retardation, dysmorphic facial appearance, pterygium present in multiple areas and akinesia. Other joint pathologies include flexion contracture, abnormal vertebral fusion, thoracic deformities, rocker bottom foot, syndactyly, camptodactyly, and dysmorphic facial appearance (9) . This syndrome's characteristics, such as cardiac and respiratory problems, kyphoscoliosis, decreased mouth opening, limited neck flexion, micrognathia, cleft palate, pterygium colli, and vertebral abnormalities, need to be considered for safe and effective anesthetic management. The possibility of airway difficulty must be anticipated during the preoperative anesthetic examination.
In this case, bilateral ptosis, dysmorphic facial appearance, and antecubital, cervical, and popliteal flexion contracture were present, and an orthopedic surgery was performed to correct these pathologies.
Anesthetic management in Escobar syndrome patients involves the assessment of the management of difficult airways and the discussion of various options. Kuzma et al. (10) concluded that awake fiberoptic-guided intubation following a failed airway in a child with Escobar syndrome provided a safe airway (with laryngeal mask airway as a substitute if endotracheal intubation was replaced). Video laryngoscopy is an alluring alternative as it provides a high-resolution view of the pediatric patient's difficult airway (11) .
In this case, the patient's cleft palate became an airway problem. However, because we used I-Gel for airway management, we did not encounter any problem with the airway during the surgery.
The etiology of Escobar syndrome is unknown. However, it has been suggested that mutations within the gamma subunit of the cholinergic receptor nicotinic gamma gene of the acetylcholine receptor (AChR), which has a role in the muscle relaxant effect, is responsible for muscle contractures observed in patients with this disorder (12) . Complete or severe functional disruption of fetal AChR causes lethal multiple pterygium syndrome, whereas milder alterations result in fetal hypokinesia with congenital contractures or a myasthenic syndrome later in life (13) . The increased frequency of hyperthermia is a condition that must be taken into consideration in determining the anesthetic management (14) . We preferred to administer IV anesthesia to the patient due to the increased risk of malignant hyperthermia. Furthermore, we had the necessary medications on hand for an emergency treatment of malignant hyperthermia. Escobar syndrome proves fatal for approximately 6% of patients due to respiratory problems such as pneumonia, dyspnea, or apnea attacks; patients may develop a restrictive thorax and secondary kyphoscoliosis during the first year. For these patients, early and effective physical therapy is important for preserving joint mobility (9) .
Conclusion
Every anesthesiologist anesthetizing a child with Escobar syndrome should be aware of the presence of cardiovascular, respiratory, and orthopedic anomalies, as well as potential difficulties involving airway management or malignant hyperthermia. The presence of the difficult airway is always expected in all Escobar syndrome cases, regardless of physical or radiological findings, and multiple airway management plans must be made available. Although genetic syndromes pose to be a unique challenge for pediatric anesthesiologists, this case has been managed without any resulting issues.
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